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Volume 53, Number 4 Eidt et al 1139There are significant limitations to the interpretation of
the data in this report. The surgical operative data are
reported voluntarily and not audited for accuracy. Vascular
surgery residents may stop entering cases once they have
reached required minimum thresholds. Recertification ap-
plicants may not have access to computerized registries to
supply accurate operative data and thus may estimate oper-
ative volume. These data are representative only of appli-
cants for certification and recertification in vascular surgery
andmay not be representative of national data that includes
vascular surgery performed by surgeons not eligible to be
certified in vascular surgery. Despite these limitations, we
believe these data provide a unique view of contemporary
vascular surgery in the United States.
In summary, current applicants for both certification
and recertification in vascular surgery in the United States
report a diverse operative experience that includes a broad
range of endovascular and open operations. Contrary to
popular thought, the number of major open operations
reported by QE applicants has remained remarkably stable
over the past 15 years. The majority of vascular surgeons
seeking recertification has rapidly incorporated EVAR and
other diagnostic and therapeutic endovascular procedures
into clinical practice. The impact of continued expansion of
endovascular techniques on vascular surgical training of
open surgical skills remains to be seen.
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Dr Gregory Moneta (Portland, Ore). The observation is the
number of open cases obtained by finishing vascular residents in
the endovascular era is the same as in the past. However, it now
takes 2 years rather than 1 year to accumulate these open cases.
Repetition frequency may influence skill acquisition. Is there any
evidence competence, rather than just accumulation of numbers,Dr Eidt. I think that really is probably at the crux of this issue.
n 2006, all of the training programs were mandated to be 2 years.
think that the density of training clearly matters and the repetition
requency clearly matters. Therefore, I think that we may have to
onsider ways to improve the acquisition of basic skills prior to
ctual clinical practice so that you can concentrate more when you
re the operating surgeon on acquiring the global concepts that
ou need to be a successful surgeon.
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April 20111140 Eidt et alDr Douglas Wooster (Toronto, Ontario, Canada). I have a
couple of questions. One is, we are always kind of looking at data
that is behind the curve, really. We are collecting things in this kind
of setting that reflect what we thought was important 5 or 10 years
ago. Do you see changes in how this data will be collected in the
future with respect to some of the nonoperative things, like vascu-
lar laboratory involvement or medical management of vascular
disease? Venous ulcers, which are very common, are very seldom
operated on nowadays but still are an important area. Do you see a
different way of collecting the data from the information you have
had from this study?
The second question I have is: How do you see the 05
training paradigm altering the data collection?
Dr Eidt. I think the question of whether the board just reacts
to the world or whether the board can in some ways influence what
trainees do I think is very important. The vascular laboratory is a
good example. The Board and the RRC have plans to mandate
documentation of experience in the vascular laboratory. It may also
be appropriate to consider requiring completion of the RPVI
examination as a prerequisite for Board eligibility.
I think the 05 is an interesting development. My personal
opinion is that I think it is going to be successful, but we have not
even graduated the first resident yet. I think the advantage of
repetition is probably one of the greatest features of the 05
programs.
So I think that while I am not sure that it will change the total
volume of cases that is experienced, I do think the repetition factor
will be a real benefit in the 05s.
Dr Robert Rutherford (Corpus Christi, Tex). It is nice to see
that these changes are being analyzed on an ongoing basis and it
was nice to see the data.
It was to be expected that EVAR would have significant
inroads, more complex cases for open repair during for vascular
fellowship training. However, the one trend that I think may not
have made as much of an impact as it may in the future is the
dislocation of venous interventions into freestanding vein centers.
I wonder if there are any plans to try to incorporate this experience
into the training programs, so that this experience is not lost.
Dr Eidt. Clearly, experience with the broad range of treat-
ment options for venous disease will be important including both
inpatient and outpatient options. I think that Dr Sidawy’s presen-
tation yesterday that the ability to respond and to be flexible is
probably the most crucial factor in success.
wI think it is really important for us to start thinking about not
nly what it is to be a vascular surgeon today, but to really design
he programs that lead to what is the vascular surgeon that we want
o see 10 years from now. What does a vascular surgeon need to
now about image analysis, genetics, hemostasis and thrombosis,
nd vascular medicine, in addition to endovascular and open
urgery.
Dr Rutherford.My point is, and the impact of my comment
bout venous procedures, is that if our young vascular fellows in
raining do not get exposure to this, this trend will actually
ncrease, and many of them will not have the experience to incor-
orate them into their practices.
Dr Eidt. I would just say that treatment of venous disease
ncluding sclerotherapy is one of the areas that has shown the
reatest growth in the past 15 years by both trainees and practicing
urgeons.
Dr Jack Cronenwett (Lebanon, NH). John, I rise to congrat-
late the Vascular Surgery Board for now having control of these
ata and for bringing them forward. I remember years past when it
as very difficult to even obtain this type of data. It is very valuable.
The point I would like to make is that it has worked well for us
o analyze the experience of our 2-year vascular fellows at the end
f their training, but I think for the 05 program, particularly in
he formative years, it probably would be appropriate to do some
nterim analyses. So I wonder if the VSB is planning to work with
he RRC to begin to look at the profile of the caseload of these
esidents before first residents actually finish the program?
Dr Eidt. Jack, I think that is very insightful, and I think there
s no doubt that we may get to a point where we have sort of a
ransition point in those 05s, not just with regard to cognitive
esting for core surgical principles but also in terms of, perhaps,
kill testing, if there is a core set of skills that need to be acquired
uring those first years and to assess that before going on to a more
enior level.
Dr Anton Sidawy (Washington, DC). John, I do not know
hether you mentioned the fact that we talked on the Vascular
oard to increase the number of questions in venous diseases, and
n vascular medicine. Maybe when this happens and the word gets
ut, the interest in these areas will increase. This goes back to what
ou mentioned earlier, whether the board is a reflection of what is
oing on out there or whether the board can, at times, influence
hat is going on out there.
Dr Eidt. I agree.
